to afford private care (there are 234 private psychiatrists in SA). This demonstrates the great need for other medical doctors to be involved in the field of mental health.
The new Mental Health Care Act passed in 2004 placed additional demands on mental healthcare workers, including general practitioners (GPs), to provide adequate care to patients. [10] In the developing world, primary health care is needed to meet the medical needs of the community, but GPs have fewer consultants to advise them, as there is a trend of many specialists leaving Africa to work in 'the appa rent safety of the West' . [11] Medical schools are forced to opt for localised practical courses rather than internationally acceptable scientific training in the discipline (e.g. in Malawi [12] ).
Judging by the nature or quality of referrals to tertiary centres, many medical practitioners in SA have insufficient knowledge in the field of psychiatry. Some would like to increase their expertise, but do not wish to specialise in the area (evident from personal dialogue with doctors at workshops and conferences). The College of Psychiatry (Colleges of Medicine of South Africa) offers a Post graduate Diploma in Mental Health (PGDipMH). There is, however, no standardised formal tuition or curriculum (other than a list of topics) available to potential candidates who wish to sit the examination for this diploma. Non-specialist doctors are re quired to have spent at least 3 months working in a given academic psychiatric hospital, or at least 6 months working in the psychiatric ward of nine selected general hospitals in southern Africa, under the supervision of a psychiatrist. Doctors who have been formally mentored by a registered psychiatrist on at least ten cases may also be eligible to sit the examination. Medical doctors who do not have direct access to a registered psychiatrist are therefore automatically disqualified from applying to the PGDipMH, even though they may frequently manage psychiatric patients at a primary health care level.
Over a 14-year period (1997 -2011), 360 candidates wrote the PGDipMH examination, and only 279 (78%) were successful (Table 1) . From two different perspectives, the College obtained excellent results in certain examination centres, such as in May 1997 and October 1998, but less than satisfactory results in May 2004 and October 2005. Considering the statistics presented in Table 1 , there is a need for certain candidates to receive more thorough tuition; however, this need is not cater ed for in the PGDipMH.
Here we report on a study undertaken to design a post graduate pro gramme to assist medical practi tioners in preparing for the PGDipMH. A frame work was established to allow practitioners requiring additional tuition to embark on for mal postgraduate training on a part-time basis. The programme was designed to support the requirements of the National Qualifications Network (NQF), the Colleges of Medicine of South Africa and the Profes sional Boards, utilising a mode of blended learning, including face-to-face contact sessions, di rected learning and electronic (e-) learning.
Methods
The study was approved by the ethics committee, Faculty of Health Sciences, University of the Free State (UFS) (ETOVS 89/06).
A Delphi process was used -a nominal group technique for developing forecasts and trends based on the collective opinion of knowledgeable experts. Experts were individuals possessing specific levels of knowledge and expertise related to the core content. Their academic fields included psychiatry, family medicine, medi cal education, e-learning and government legislature.
Closed items in the Delphi study, dealing with curriculum content, were derived from multiple sources. Open-ended questions were used to obtain opinions and ideas put forward by the panellists. [13] Recommendations made were incorporated into the questionnaire for successive rounds and hence submitted to other respondents for further comment. This process was repeated until 80% consensus or stability had been reached. After the final round, a set of criteria was compiled, which served to develop a framework for the programme.
Since the PGDipMH is also intended to cater for medical doctors in primary healthcare settings in rural regions, the consensus of the Delphi process was that the most appropriate mode of teaching was online distance learning (ODL) utilising e-and mobile (m-) learning. [14] An advantage of e-and distance learning is these modes of tuition make it possible for doctors to learn in their own environment, without the disruption of having to spend too much time away from their practices.
The programme was designed in six steps ( Table 2) , similar to the six-step approach to curri culum development described by Kern et al. [15] 
Programme design
Step I: Identification of individual needs of the doctor as learner and the mental healthcare user (patient)
It was identified that the study of mental healthcare, including psychiatry, should fixate around the needs of the patient (also known as the mental healthcare user, al though this term may include the person's next of kin, a person authorised to act on their behalf, an appointed administrator or an executor of the person's estate in the event that they are deceased). Further, it should include comprehensive knowledge on psychiatry and psychiatric ill ness, the management of psychiatric conditions in primary healthcare, and me thods relating to the primary prevention of mental illness in psychiatric patients (which also affect their families).
Patient-centred learning
It was identified that learners (doctors) need to be encou raged to make use of patientcentred lear ning and link conditions under discussion with patients in their practices or the hospitals in which they serve their communities. Refer to Table 3 for a summary of the identi fied mental health needs of the community. Using consenting patients as 'study material' , learners would have to detect certain symp toms and discuss these with their tutors or the group, and describe the efficacy and side-effect profile of the medications that patients receive. Thus, patients who are difficult to manage would benefit from 'tertiary-level consultations' , and the learners would gain more knowledge on the topic. Students would write case reports concern ing patients with certain conditions and include this in their portfolios, which would be assessed at predetermined dates. Students would have to appreciate the effect of the physical and cultural environment on patients' condi tions.
Step II: Programme content Various information sources (Table 4 ) were used to structure the Delphi questionnaire. After the final round of the Delphi process, the curriculum was structured into ten modules as such:
• Module 1: Introduction to psychiatry. In this 2-day seminar, students would receive face-to-face tuition from lecturers of the Department of Psychiatry, UFS, which would be intense and articulate with the learners' undergraduate knowledge. Additional ma terial for a more indepth study of neuro-anatomy and -physiology would be made available. Clinical evaluation methods of common psychiatric conditions would be demonstrated. Students would work through specific case reports before emailing their answers to the Department of Psychiatry within 7 working days of receipt of the tutorials. The didactic content of modules 1 -10 would be presented as lec tures using Powerpoint presentations, video-clips, illustrations, handouts and podcasting as appropriate to enhance the lecture; after which time, these would be made available on a dedicated website. With the exception of module 1, all other modules would be presented using ODL, complemented by the use of chat rooms. Students would be encouraged to use iPods and personal digital assistants (PDAs) as part of the m-learning, and blogs which would be monitored by those presenting the programme.
Step III: Description of the mode of delivery of the programme
The programme would not only cover the scope of mental healthcare required for the PGDipMH, but would also be comprehensive enough to accommodate the logistics required to present a modern curriculum harnessing modern technology for ODL.
Step IV: Use of blended learning to consolidate different parts of the programme According to Welch, [16] a blended learning model incorpo rates a variety of delivery styles and accommodates different organisational needs to achieve the most effective knowledge transfer. Accordingly, as for step III, the programme would not only provide the syllabus needed to cover the scope of mental healthcare, but would also be comprehensive enough to accommodate a modern curriculum harnessing modern technology for ODL.
Programme format and time frame
An essential part of constructing a programme is to ensure that blended learning can be facilitated. Using the statements of the respondents in the Delphi process, the consensus was to adhere to the following principles:
• The time frame for the programme would be 2 years.
• The first academic year would contain four (compulsory) modules. • In the second academic year, students would have to select three modules from a list of six to be presented in that year. • Students would be required to pass the first academic year before proceeding to the second year. • Students who wish to exit the course after one year would have to pass an oral examination in order to receive a short learning course certificate. • Students would be assessed using tutorials and worksheets. • There should be a restriction on the number of students who would be allowed to enrol for the course per academic year.
• Only medical practitioners registered with the Health Professions
Council of South Africa would be accepted for enrolment in the programme. • After receiving each formal lecture, learners would also receive an online tutorial relating to the subject matter. Learners would have 7 working days in which to return their 'homework' online. If the tutorial was successfully completed (>70% of answers correct), the student would be asked to form part of the chat room session; otherwise, students would have 3 working days in which to make corrections (then, if >70% of the homework was correct, the student would be allowed to partake in the chat room session on the topic). The rationale for the 70% boundary would be to ensure that students have a working knowledge of the topic, and do not participate in the chat room session unprepared.
Steps V and VI (Table 4 ) will not be discussed in this article, as they remain to be implemented. The theoretical programme as a complete entity, containing all six steps, is demonstrated in Fig. S1 (supplementary material, available in the online version of this article).
Conclusion
Using the recommendations and findings of the Delphi panel and other sources (literature and personal experience), a comprehensive programme was designed (in theory) to train doctors at generalist level to provide a high quality of care. Appreciation was given for the interfaces between the different role-players, the central role of outcomes-based education and the dynamics relating to psychiatric patients and their care. The characteristics of this programme would allow adult learners to study further in the fields of mental health and psychiatry, in order to enhance service delivery to their patients. The process of obtaining approval and accreditation for this programme still needs to be undertaken. The process of taking a concept and transforming it into a framework for a fully accredited diploma programme (the PGDipMH) has been described here using the aforementioned six steps. Once implemented, it is hoped that doctors who complete the programme will be more knowledgeable in the field of psychiatry and in a better position to serve the mental healthcare needs of their communities.
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